risk, and to get any sort of appreciable benefit, it takes over an order of 5 or perhaps 10 years.
You might say the decision is not very important, because whether you do it or you do not do it, the differences are very small, so I think that would be the starting point. There is a small reduction in cardiovascular risk associated with aspirin, but there is also definitely an increase in bleeding associated with aspirin, so it depends on that trade off. Historically, we tended to say, "Let's do it for the people at higher cardiovascular risk because they get the benefits." That is usually reasonable and that is what I was just arguing for with the treatment of hypertension. But in this case, the higher your cardiovascular risk, the higher your bleeding risk. So in fact, as your benefits go up as you become higher risk, your harm goes up as well. The trade off is not clearly different from those lower-or higher -risk individuals, depending on how you feel about bleeding versus reduction in your cardiovascular risk. There may be an overall reduction in mortality, but it is again small and we would call it only moderate quality of evidence. It is not clear-maybe you are getting this mortality reduction, but certainly it is not a sure thing.
The final issue is that some evidence suggests a benefit in cancer incidence. Again, though, there is only moderate -quality and in some cases low--quality evidence. It is a value-and preference--sensitive decision, a close call. I take aspirin. There are some decisions where it is clear that the benefits outweigh the risks and everyone should do it, or the risks outweigh the benefits and nobody should do it. That is not the case with aspirin in primary prevention-it is what we call a value and preference decision, in that some folks presented with the evidence would say "Yes, I will use aspirin," and other folks would very reasonably say "No. 
